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Lifetime risk is long-term absolute risk that indicates the absolute risk of a disease during the remainder of an individual\'s lifetime^[@bib1])^. The 10-year risk is commonly used for cardiovascular risk estimation, but it highly depends on subjects\' age. For instance, the 10-year risk of coronary heart disease (CHD) could be ≤ 1% even in hypertensive individuals aged 45 years^[@bib2])^. Based on short-term absolute risks such as 10-year risk, we rarely encourage young individuals with high cardiovascular risk to initiate lifestyle changes or drug treatment. Although the relative risk values could also be available for informing young adults about cardiovascular risk, absolute risk can be more comprehensible information for patients than relative risk^[@bib3])^. Longterm risk has an important role in public health, particularly in young adults. The U.S. Guideline on the Management of Blood Cholesterol recommends lifetime risk estimation for adolescents and young adults^[@bib1])^.

Lifetime risks of cardiovascular events have been reported in U.S. cohort studies. Lifetime risk of developing a disease in adults aged between 40 and 59 years can be calculated using the risk estimator available on the U.S. website^[@bib1])^. However, this estimation is based on the U.S. population^[@bib1])^. CHD is the major type of cardiovascular disease in the U.S. population, whereas stroke mainly accounts for cardiovascular disease in Asian populations. In stage 1 hypertensive men/women, the cumulative risks of developing CHD until the age of 95 years is reported to be 39.6%/28.8%, whereas those of stroke is 11.5%/16.7%^[@bib4])^. Because absolute risk is generally affected by the regional characteristics of a study population, the lifetime risk estimated for the U.S. population cannot be adopted for Asian populations.

Sugiyama *et al.* reported the lifetime risk of CHD according to LDL and non-HDL cholesterol levels in the Japanese population^[@bib5])^. The lifetime risks of CHD in 45-year-old men were 13.7% for LDL \< 160 mg/dL and 47.2% for LDL ≥ 160 mg/dL in the Suita cohort study^[@bib5])^. The difference in lifetime risk between low and high LDL groups reached approximately 30%. This information can be useful to persuade men with high cardiovascular risk to change their lifestyle or initiate anti-hypercholesterolemia therapy. Although Sugiyama *et al.* did not observe a clear association between cholesterol levels and lifetime risk of CHD in women, the 40-year risk at the age of 45 years and 30-year risk at the age of 55 years in the high LDL group were double the corresponding values in the low LDL group (8.9% and 9.2% vs. 4.7% and 4.3%, respectively)^[@bib5])^. Meanwhile, the difference in the cumulative risk of CHD between the low and high LDL groups appeared to reduce when cumulative risks were calculated as lifetime risk (7.2% and 6.9% vs. 10.5% and 10.9%, respectively)^[@bib5])^. Furthermore, the lifetime risk of CHD at the age of 75 years in both groups was similar. Death from CHD mainly accounted for most CHD events in women aged 75--100 years^[@bib5])^. The Evidence for Cardiovascular Prevention from Observational Cohorts in Japan (EPOCH-JAPAN) study, a meta-analysis of individual participant data from Japanese multiple cohort studies, indicated that total cholesterol levels were not associated with CHD death in women aged 70--89 years^[@bib6])^. The low cholesterol levels in old individuals observed in an epidemiological study possibly reflect various influencing factors such as malnutrition and poor general condition. These facts were possibly involved in the lifetime risk of CHD in women in this study^[@bib5])^. A total cholesterol level of ≥ 260 mg/dL is associated with three times CHD risk compared with a total cholesterol level of \< 180 mg/dL in women^[@bib6],\ [@bib7])^. Therefore, high cholesterol levels in women should also not be ignored.

The high LDL group in the previous study^[@bib5])^ could have been associated with a high prevalence of hypertension, which is one of the strongest risk factors for CHD. Although the Suita cohort study provided new insights about CHD risk estimation in Asian populations, further stratification according to risk factors other than cholesterol could not be indicated mainly due to the limited number of events. The results reported in the EPOCH-JAPAN study showed the combined effect of blood pressure and total cholesterol levels on the relative risk of CHD death^[@bib8])^. Because other risk factors are associated with CHD risk, results stratified based on various risk factors would be needed to establish the lifetime risk of CHD in Asian populations. So far, the Japanese guidelines for the prevention of atherosclerotic cardiovascular diseases^[@bib9])^ or management of hypertension^[@bib10])^ have not focused on lifetime risk. If evidences regarding lifetime risk are accumulated, they can be used to motivate young adults with high cardiovascular risk in Asian populations.
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